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Individual Funding Request (IFR) Form

IF URGENT CONTACT THE OFF ISLAND BY PHONE +44 (0)1481 725241 ex 4711   AND SEND THROUGH FORM TO HSSDTAG@gov.gg

It is in the interest of the patient that the clinical information and evidence is of sufficient detail  to enable the Panel to make a proper assessment. You are at liberty to attach clinical letters to supplement the application where this avoids duplication.  

PLEASE COMPLETE THIS FORM IN TYPE.  HAND WRITTEN APPLICATIONS WILL NOT BE ACCEPTED.

	
1. PATIENT PERSONAL DETAILS

Patient Name:  
Date of Birth: 
Address:

NHS Number: 
CHSC Reference number:
GP Name & Practice Details: 


	
2.  DETAILS OF REQUESTER 

Name:                                                         Designation: 
Organisation: 
Contact telephone number: 
Secure email or postal address for correspondence: 

Provider Trust Clinical Director Support (UK Requests): 
(Signature of Clinical Director) 








3. CONSENT 

	This IFR has been discussed in full with the patient or patient representative.  They are aware that they are consenting for the IFR Team to receive and review confidential clinical information about their health to enable full consideration of this funding request.
	I confirm the statement.
☐ Yes
☐ No

	In submitting this application you are under obligation to advise the patient or patient representative of the details of the reasons for the decision.
	I confirm that I will advise the patient or patient representative for the reasons for the decision. 
☐ Yes
☐ No

	Should the application proceed to the IFR Panel for a decision then the patient or patient representative will receive a letter outlining that decision together with some explanation of the decision. 
	I confirm that it is clinically appropriate for the Chair of the Panel to contract the patient or patient representative to receive this information.  
☐ Yes
☐ No

	I understand that by indicating that it is NOT clinically appropriate for the Chair of the Panel to contact the patient or patient representative I will be fully responsible to convey the outcome of the Panel and the reasons for the decision.
	I will inform the patient or patient representative of the outcome and the reasons for the decision.  
☐ Yes
☐ N/A



The onus lies with the requesting clinician to present a full submission to the IFR Team which sets out a comprehensive and balanced clinical picture of the history and present state of the patient’s medical condition, the nature of the treatment requested and the anticipated benefits and possible harms of the treatment. All necessary information including research papers where relevant must be submitted with this form. 

Incomplete forms providing insufficient information will be returned.



4. STATE WHICH POLICY AGAINST WHICH THE EXCEPTION IS BEING APPLIED 

The IFR policy sets out the process for considering applications but the exception will be considered against the appropriate policy.  For example, a request to use a drug for an off label use is likely to be assessed against the experimental and unproven treatment policy.  A request for abdominoplasty will be against the treatment specific policy.  It is important that you have read the application against which the exception is made.  If you need a copy of the relevant policy please send the request to individualfundingrequests@hssd.gov.gg

If unknown please put unknown. You may be asked to review your application once the relevant policy has been identified.

Click here to enter text.

5. ISSUES WHICH SHOULD BE ADDRESSED IN THE APPLICATION  

HSC may have had reason to assess the application before, and as a result identified areas where specific information would be of benefit.  These are set out below.

TO BE COMPLETED BY HSC IF APPLICABLE
Click here to enter text.

6. TREATMENT REQUESTED 

Treatment requested:

Click here to enter text.

7.  COSTS OF TREATMENT 

What is the cost of the treatment/procedure and how does this compare with the cost of the standard therapy it replaces? Please ensure you include all attributable costs that are connected to providing the treatment/procedure e.g. drug/staff/follow up/diagnostics etc.  

Click here to enter text.

8. CLINICAL URGENCY

Indicate the level of clinical urgency for this request.
☐ Not urgent (a response within the standard 30 day timeline is acceptable) 
☐ Urgent - state reasons:

Click here to enter text.


9. DIAGNOSIS (INCLUDING ANY SUB-CLASSIFICATION)

State the diagnosis most relevant to the application and any relevant co-morbidities.

Click here to enter text.

10. CLINICAL BACKGROUND

Outline the clinical situation. Please include: 

· previous therapies that have been tried and the response, including intolerance 
· current treatment and response, including intolerance 
· current performance status and symptoms 
· the anticipated course of the condition if treatment requested is not funded (include what alternative treatment will be given)
· if relevant, how genotype influences clinical course and response

Please note, this section may be supplemented (but not totally replaced by) recent clinical letters

Click here to enter text.

11. INCIDENCE & PREVALENCE

Please give information on the incidence and / or prevalence of the condition and subgroup (including where relevant the genetic subgroup). 

Click here to enter text.

If making an application is for an established treatment complete sections 12, 14 AND 15

If making an application is for an experimental or unproven treatment or experimental use of an existing treatment complete sections 13, 14 AND 15

If making an application for funding for a patient to be referred to or funding for a specified clinical trial please complete section 16

12. EXCEPTIONALITY TYPE 1
The IFR process allows individuals to be considered for funding for a treatment on exceptional grounds when the CHSC does not currently fund that treatment. 
Covers:  Service developments waiting for funding and treatments not funded because of value for money considerations whether for all patients or for the patient sub group into which the patient falls. 

Do you consider this patient to have exceptional clinical circumstances? If so please set out the reasons with reference to:

1. The way in which the patient is clinical different to other apparently similar patients.
2. The expected benefit for this patient.
3. The risks of treatment.
4. On what evidence you base the assertion that this patient will either: benefit more than other patients OR benefit at all (in the instances where the request is for a treatment to be used experimentally in rare clinical circumstance).
5. Any other material factors which have a bearing on the case.

Please provide a summary of the evidence base relevant to this application to demonstrate clinical effectiveness, good use of public resources and the safety of the treatment.  Published papers should be provided in full.  A list of published papers submitted must be provided with an indication of which points within them are specifically relevant to the case using the proforma at the end of the application.

Click here to enter text.


13. EXCEPTIONALITY TYPE 2: USE OF AN EXPERIMENTAL OR UNPROVEN TREATMENT OUTSIDE THE CONTEXT OF A CLINICAL STUDY
The IFR process allows individuals to be considered for funding of an experimental treatment outside the context of a clinical trial. CHSC does not normally consider funding experimental or unproven treatments or existing treatments in an experimental clinical setting. 
Covers: Experimental treatments (including off label use for an individual) whether or not a policy for the specific treatment exists.

Do you wish to use a treatment in an experimental setting outside the context of a clinical trial? If so please set out the reasons why use outside of a clinical study is proposed:

1. The expected benefit for this patient.
2. The risks of treatment.
3. On what evidence you base the expectation that the patient will benefit.
4. Any other material factors which have a bearing on the case.
5. Why studying this treatment in this patient group is not possible.
6. In the absence of a formal study, what steps will be taken to make any outcome data available to the relevant clinical community?

Please note that fact that the Research community has not prioritised an area of research does not become grounds for funding on an exceptional basis.

Please provide a summary of the evidence base relevant to this application to demonstrate clinical effectiveness, good use of public resource and the safety of the treatment.  Published papers should be provided in full.  A list of published papers submitted must be provided with an indication of which points within them are specifically relevant to the case using the proforma at the end of the application.

Click here to enter text.


14.  DURATION OF TREATMENT 

Is this a single treatment/procedure, a course of treatment or is treatment expected to be longer term? If part of a treatment course, what is the number of treatments will be given and at what intervals?

Click here to enter text.

15.  OUTCOME MEASUREMENT 

How will the benefits of the procedure/treatment be measured? 
What are the intended outcomes and how will these be determined?
What ‘stopping’ criteria will be in place to decide when the treatment is ineffective? 

Click here to enter text.

16. REQUESTS FOR FUNDING TO SUPPORT A PATIENT TO ENTER A PATIENT INTO A CLINICAL STUDY 

Requests to enter an individual patient in a clinical trial please provide the, the full costs being sought, the UK clinical trials register number and attach a summary of the protocol. 

Supporting more than one patient in a clinical trial will be treated as a service development.

Click here to enter text.


Please complete and return this form to: 
individualfundingrequests@hssd.gov.gg



Evidence Proforma 

Please list the references provided as key evidence for clinical exceptionality, clinical effectiveness, that the treatment is a good use of resources and the safety of the procedure/treatment. 

	No.
	Title submitted paper
	Topics 
	Specific section with key evidence (page number, paragraph or section)

	1
	Article 1
	Clinical exceptionality
	Click here to enter text.
	
	
	Clinical effectiveness
	Click here to enter text.
	
	
	Good use of resources
	Click here to enter text.
	
	
	Safety
	Click here to enter text.
	2
	Article 2
	Clinical exceptionality
	Click here to enter text.
	
	
	Clinical effectiveness
	Click here to enter text.
	
	
	Good use of resources
	Click here to enter text.
	
	
	Safety
	Click here to enter text.
	3
	Article 3
	Clinical exceptionality
	Click here to enter text.
	
	
	Clinical effectiveness
	Click here to enter text.
	
	
	Good use of resources
	Click here to enter text.
	
	
	Safety
	Click here to enter text.
	4
	Article 4
	Clinical exceptionality
	Click here to enter text.
	
	
	Clinical effectiveness
	Click here to enter text.
	
	
	Good use of resources
	Click here to enter text.
	
	
	Safety
	Click here to enter text.
	5
	Article 5
	Clinical exceptionality
	Click here to enter text.
	
	
	Clinical effectiveness
	Click here to enter text.
	
	
	Good use of resources
	Click here to enter text.
	
	
	Safety
	Click here to enter text.
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